The cause of acute pancreatitis (AP) remains elusive even after extensive work up in 10%-30 % of cases. It is important to determine the cause of AP as it helps for early treatment and limits unnecessary tests and to prevent recurrence which may improve a patient's long-term prognosis. Our study aimed to evaluate the diagnostic yield, feasibility, and management changes of early endoscopic ultrasound (EUS), performed within 24-48 h of admission in patients with idiopathic acute pancreatitis (IAP). Methods: During the study period (2010)(2011)(2012)(2013)(2014)(2015)(2016), 850 cases of AP were admitted. Out of these, etiology was determined in 666 (78.35%). There were 184 cases of IAP. EUS examination was done using a linear/ radial echoendoscope. Results: Out of 158 cases (90 males; age range: 15-70 years) of IAP (26 were excluded), EUS was able to clinch the diagnosis in 110 patients (69.6 %). The most common causes of IAP included biliary stone disease (gallbladder microlithiasis, common bile duct microlithasis/stone/sludge) (n = 60) followed by chronic pancreatitis (CP) (n = 25), pancreatic tumor (n = 11), and pancreaticobiliary ascariasis (n = 10). Other etiologies included hydatid cyst rupture of bile duct, opium addiction, and duplication cyst. No cause was found in 48 (31.4%) patients. Conclusions: Early EUS establishes diagnosis in about 70% cases of IAP and changes the short-term management in IAP. Biliary stone disease was the predominant cause for IAP followed by CP. EUS is a safe investigation with a high diagnostic yield. An early EUS can influence important therapeutic decisions and prevent further attacks of AP which may occur if a delayed EUS is performed and thus improve long term prognosis. An early EUS has an additional advantage of making an early diagnosis of pancreatic tumors/pancreaticobiliary ascariasis and ampullary/papillary stones which can be treated endoscopically. It also prevents making the wrong diagnosis of sludge as etiological factor for AP which may occur in patients undergoing a delayed EUS since sludge may be secondary to AP due to prolonged fasting, total parenteral nutrition or antibiotics such as ceftriaxone. K e y w o r d s : A s c a r i a s i s , e n d o s c o p i c r e t r o g r a d e cholangiopancreatography, endoscopic ultrasound, gall stones, microlithasis, pancreatic cancer, pancreatitis, stones Conclusions: This case shows the practical problems of EUSguided coil embolization of pseudo-aneurysms.
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Endoscopic ultrasound-guided coil embolization and thrombin injection of bleeding gastroduodenal artery pseudo-aneurysm
Malay Sharma, Piyush Somani
Jaswant Rai Speciality Hospital, Meerut, Uttar Pradesh, India Background and Objectives: Gastroduodenal artery (GDA) aneurysms are rare but a potentially fatal condition if rupture occurs. The most common etiology is acute or chronic pancreatitis. The most common clinical presentation is gastrointestinal (GI) hemorrhage secondary to rupture of the aneurysm. Such a complication is not always related to the size of the aneurysm, and therefore, treatment should be planned as soon as a diagnosis is made. Surgical, endovascular, percutaneous, and endoscopic ultrasound (EUS)-guided interventions are used in the treatment of visceral artery pseudo-aneurysms. Methods: A 50-year-old male had an episode of alcohol induced acute moderate severe pancreatitis 1 month back. He presented with melena, requiring six units of blood transfusions for hemodynamic stabilization. After hemodynamic resuscitation, the patient underwent upper GI endoscopy to know the etiology of massive upper GI bleeding. Upper GI endoscopy showed a bulge with overlying ulceration in the second part of the duodenum. Side viewing endoscopy showed a pulsatile bulge with overlying large ulcer. Ultrasound abdomen showed pseudo-aneurysm of size 3.8 cm × 5.6 cm arising from GDA artery. Contrast-enhanced computed tomography abdomen with angiography showed a saccular pseudo-aneurysm of size 4 cm × 6 cm in relation to GDA. EUS from duodenal bulb showed a pseudo-aneurysm of size 4.1 cm × 5.8 cm arising from GDA. Radiological or EUSguided interventions were considered. The advantages and disadvantages of both procedures were explained. The patient selected the option of EUS-guided coil embolization. Results: Under EUS and fluoroscopy guidance, five coils of 10 mm size were placed within pseudo-aneurysm through 19-gauge EUS needle. After coil embolization, contrast injection into the pseudo-aneurysm showed partial filling of pseudo-aneurysm. Review EUS 1 day after coil embolization showed high flow in the pseudo-aneurysm. Around 30% of pseudo-aneurysm was obliterated. On the 3 rd day, 6 mL of human thrombin was (3000 IU) injected during second session of intervention in six boluses of 500 unit each. After thrombin injection, highvelocity flow was confined to the neck and periphery of pseudoaneurysm. Further 2 mL of thrombin was injected. Immediately after thrombin injection, color Doppler EUS showed complete obliteration of pseudo-aneurysm. Two weeks later, repeat EUS showed completely obliterated pseudo-aneurysm with no flow.
Background: Hepatic artery pseudo-aneurysms are rare and have been reported after abdominal trauma and after abdominal surgery. Hepatic artery pseudo-aneurysms constitute 20% of all visceral artery aneurysms. It carries very high risk of rupture with severe bleeding into peritoneal cavity, bile duct, or portal vein. Essentially, all pseudo-aneurysms, whether symptomatic or not symptomatic, require early treatment to prevent lethal complications. Surgical treatment consists of ligation or revascularization of the hepatic artery but is associated with higher morbidity compared to endovascular treatment. The goal of endovascular treatment of hepatic aneurysms is to obtain a complete, stable exclusion of the sac from arterial circulation with preservation of the parent vessel. Endovascular, percutaneous, and endoscopic ultrasound (EUS)-guided interventions are used in the treatment of visceral artery pseudo aneurysms. Case Report: A 20-year-old male presented with abdomen pain in right upper quadrant for two months. He had undergone ultrasound-guided aspiration of liver abscess two months ago. Ultrasound abdomen showed an aneurysm arising from hepatic artery. Computed tomography angiography of the abdomen confirmed a saccular pseudo-aneurysm arising from proximal part of hepatic artery. The lesion was not considered feasible for percutaneous intervention. Interventional radiologist suggested hepatic artery stenting across the neck of aneurysm to block the flow of blood into the aneurysm and explained the associated risk of ischemia, infarction due to stent stenosis, thrombosis, and distal migration of the stent. After discussing the pros and cons of EUS-guided procedure, the patient chose EUS-guided coil embolization. The sack packing with helical coils was planned. Packing with one coil of 10 mm and five coils of 6mm size through a 19-gauge needle caused 80% obliteration of the sac. Five days later, EUS assessment showed the injected coils were collected into the most distal part of the aneurysm but the flow into a smaller cavity continued with high velocity.
During the second attempt, four coils of 10 mm size were deployed. Postcoiling EUS assessment still showed flow into the aneurysm. Three more coils of 8 mm size were placed and complete obliteration of aneurysm was confirmed by contrast injection and EUS. One week later, follow-up color Doppler abdomen showed no flow in the pseudo-aneurysm.
Conclusion:
This case showed the practical problems of EUSguided coil embolization of hepatic artery aneurysm. Initial attempt resulted in 80% obliteration of aneurysm cavity but did not cause progressive thrombosis of rest of the cavity of the aneurysm. However, successful and complete obliteration of pseudo-aneurysm was achieved in second attempt of coiling. Background: Malignant tracheoesophageal fistula (TEF) is a devastating complication of esophageal cancer, lung cancer, or other carcinoma associated with high mortality, short survival, and poor quality of life. Covered metallic stents placement either in trachea/esophagus or both are used for the palliative treatment. Other endoscopic modalities rarely attempted for benign and malignant TEF include use of over the scope clip, transesophageal glue injection, electrocautery, and laser. Case Description: A 56-year-old man presented with complaint of intractable cough on swallowing for last 3 months. He had completed a course of chemo-radiotherapy for carcinoma of middle one-third of the esophagus 4 months back. The upper gastrointestinal endoscopy showed a stricture with superficial ulceration at 23 cm from lower incisor in the esophagus. A small (~4 mm diameter) fistula was noted just above the stricture. Application of over-the-scope clip was failed. A hydrophilic guide wire (0.032″ diameter) was placed through the ERCP cannula into the fistula. Bronchoscopy revealed the presence of guidewire coming out from a fistulous tract in the posterior wall of the trachea above the tracheal bifurcation. The guide wire was grasped with a biopsy forceps. The guidewire was removed along with the scope from the mouth. The fluoroscopic image showed a curved course (length of the fistula was about 2.5 cm) of the guidewire. After assessment of the fistula by the track of the guidewire, two routes of glue injection were considered, transtracheal and transesophageal. Transesophageal route was considered risky due to an expected spillage of the glue within the trachea. Hence, the option of transtracheal glue injection was selected. The cannula and the scope were reintroduced through the trachea. The presence of the markers on the cannula was used to assess the depth of insertion of cannula within the fistula and to plan the site of injection of the glue. 1 mL of cyanoacrylate glue was injected while pulling the cannula out. 1 mL of distilled water was injected while pulling out the rest of the cannula to the tip of the fistula. After one hour, the patient started swallowing liquids
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